Dr. CHARLES BOLTON. AN ulcer of the stomach appears before us for diagnosis under several different pathological aspects, and it is not surprising therefore that the clinical appearances are variable. As this fact is apt to be lost sight of in discussions on the subject, I propose in the first instance to remind you of these different pathological types.
Acutte ulcer exists in two forms:-(1) As originally formed froin the initial lesion, of variable size and sharply punched out. It rarely involves the peritoneum but commonly opens up an artery. These ulcers usually heal well in from three to four weeks, but sometimes with difficulty, almost assuming a chronic appearance.
(2) As a lesion extending in a circular fashion with terraced edges, either penetrating the coats of the stomach in the shape of a funniel and not uncommonly perforating (" acute perforating ulcer "); or spreading more extensively in the mucous membrane forming a large shallow ulcer, the peritoneum and edges gradually thickening and resisting perforation. They are, however, very liable to open up arteries. These extending ulcers may stop at any time and heal slowly in proportion to their size.
Chronic utlcer is a later development of the acute spreading ulcer produced by gradual thickening of the edges and base. The same two types occur. It either assumes the form of a funnel-shaped or large excavated cavitv of rounded or irregular shape, or of a flat more or less extensive ulcer. Some of these ulcers eventually heal or partially so, but a large number are quite incapable of healing at all, more particularly so when the base is formed of some structure outside the stomach.
There are three chief means which enable us to recognize the presence of an ulcer:
(1) By the accidents to which the disease is liable, hamorrhage and perforation, although the latter does not really enter into this discussion.
(2) By the disorders of gastric function produced by it.
(3) By the recognition of a characteristic deformity of the stomach or by seeing the crater of an ulcer with the X-rays. Such a crater can only be seen in a certain number of chronic ulcers when favourably situated and of a suitable size and shape. It is most commonly seen in connexion with hourglass stomach.
(1) Accidents of the Disease. Hwmorrhage is the most valuable diagnostic sign of ulcer, because other causes of bleeding can usually be readily excluded, and small losses of blood are always intermittently occurring in ulcer which may be recognized in the stomach contents or, more important, as occult blood in the feces, in a certain proportion of cases (two-fifths). It may occur at any time during the evolution of cicatrization of an ulcer, and although the blood may be vomited when in any quantity, it may be entirelv passed by the rectum even in fatal cases. The characteristic feature of the bleeding from an acute gastric ulcer is a sudden profuse haematemesis, or le3s usually melena, without previous gastric symptoms and apparently in the midst of good health. A history of previous attacks of a similar nature is common, for acute ulcer tends to recur. The amount of blood lost is commonly considerable, but not invariably so, and an initial small ha3morrhage may be followed after an interval by a profuse one. The patient may not have noticed that melaena has occurred and may seek advice for fainting attacks and anaemia. This is the class of case which may be mistaken for the bleeding that occurs in certain non-gastric diseases-for example in hepatic cirrhosis, ansemia, particularly splenic anaemia, or certain toxtemias, and so on, but by the exercise of due care such mistakes can be avoided.
In a certain number of cases of acute alcer gastric symptoms are present as a result of concomitant functional disorder of the stomach. Such cases are indistinguishable from chronic ulcer. Another disease with which an inevitable confusion arises is a form of patchy gastritis, in which the mucous membrane over a fair sized area is seen to be swollen and red with bleeding points on the surface, due to rubbing off the surface epithelium, and the mucous membrane readily bleeds on manipulation. Such patients may lose considerable quantities of blood if an inflamed gastric follicle happens to ulcerate into an artery and an acute ulcer results.
The bleeding in chronic gastric ulcer nearly always occurs with characteristic pain, in which case the diagnosis of ulcer is established. In all cases with prolonged gastric pain the stools should be repeatedly examined for occult blood, the presence of which would again settle the diagnosis. It is an uncommon thing for a chronic ulcer to declare its presence by profuse haemorrhage as the first symptom, but cases now and then occur in which a latent chronic ulcer is recognized by the presence of occult blood in the feces, examined by reason of the unaccountable anaemia of the patient. Such cases, in the absence of a radiographic demonstration, may for a time be indistinguishable from cancer of the stomach or intestine.
(2) Disorders of Function.
The ulcer acts as an irritant and interferes with both motor and secretory functions of the stomach. It is essentially the chronic ulcer which increases the muscular irritability of the stomach, giving rise to pyloric hypertension or spasm, with diminished rate of emptying, or spasm in other parts of the stomach. Acute ulcer does not set up those muscular disturbances unless it happens to be situated close to one or other orifice, and hence the common absence of characteristic symptoms in this type of the disease. These muscular disorders are recognized by the symptoms they produce, also by the X-rays. The only symptom of importance in the diagnosis of chronic gastric ulcer to which these alterations in muscular tension give rise is pain. The pain of a gastric ulcer has certainly very definite characteristics, but the difficulty is that precisely the same kind of pain is met with as the result of similar functional disturbances occurring as primary gastric conditions, or as the effects of disease in other portions of the alimentary system. It is quite true that the pain in these latter conditions varies considerably in its characters, but it is equally true that the pain of ulcer does not always conform to the characteristic type, and that it is also varied by peritoneal inflammation, by adhesions to and involvetnent of other organs, and by obstructions in the stomach. Pain must, however, rank high as a diagnostic symptom, because the majority of patients suffering from chronic gastric ulcer first seek advice on account of this symptom, and by certain characteristics of the pain we make a provisional diagnosis, and find that in a considerable proportion of cases it turns out to be correct.
The most important characters of pain suggestive of ulcer are:-(1) Its situation in the epigastric zone. Pain in other positions is without significance.
(2) The frequent features of a referred pain with accompanying tenderness and muscular rigidity.
(3) The tendency to severity, sufficiently so to awake the patient at night, the pain recurring over and over again in more or less prolonged attacks.
These attacks have much more significance in men than in women, on account of the liability of the latter sex to nervous irritability of the stomach.
(4) Occurrence during the digestive process, and cessation when the stomach is emptied naturally or by vomiting. There is an interval of freedom after eating, varying from about a quarter of an hour up to two or three hours, the relief afforded by food being more noticeable to the patient when the pain comes on late, and in these cases the ulcer is usually situated near the pylorus. Its intensity varies in proportion to the degree of work which is presented to the stomach, and it is easily relieved by rest and dieting.
The characteristic pain of a duodenal ulcer is more likely to occur at a later period after food, and to be relieved at once and completely by eating.
(5) That the characters tend to be constant in the same patient.
The same remarks apply to the secretory as well as to the motor function of the stomach. It is, therefore, not to be supposed that the examination of the gastric contents would reveal any special condition of secretion or digestion peculiar to ulcer, and such is found to be the case. There is, however, no doubt that here again ulcer tends to produce certain fairly regularly recurring alterations, which, taken in conjunction with other findings, are of value in diagnosis. The difficulty is to understand what is the exact meaning of the results obtained by the present methods of gastric analysis. The single test meal estimated by Vollhardt's method give the total percentage amount of free and combined HC1 present at any particular period of gastric digestion selected, this point of time being that at which the H10 is supposed to be at a maximum. Hypersecretion is presumed to exist if 80-100 c.c. or more of fluid containing H10 are found in the fasting stomach, which has been washed out the previous night. The gastric contents, however, constitute a mixture of substances the composition of which is constantly changing, and herein lies the weakness of the single test meal.
The fractional method introduced by Rehfus meets this difficulty and curves may be plotted out during gastric digestion, showing the changes in the percentages of free H01 arid of the total acidity. Rehfus and his followers regard these as secretory curves. If the curve forms a single peak, gradually rising to a maximum and falling again, it is called isosecretory or hyposecretory according to its height. If it rises to a higher level still, which is maintained without much, if any, fall, it is called hypersecretory, and in this type there is usually considerable secretion into the fasting stomach. The hypersecretory is the type of curve commonly found in pyloric ulcer amongst other conditions, whilst the isosecretory or hyposecretory is more characteristic of ulcer of the body of the stomach. It is impossible to say what is the meaning of these curves without more precise information, but it is quite clear that they are not curves showing the course of gastric secretion, an opinion already expressed by other observers. * With the object of ascertaining what is the actual course of events during digestion, Goodhart and myself have examined a considerable number of individuals, making complete chloride estimations by the Vollhardt method every quarter of an hour, and a communication on our results is now in the press. WYe find that the total HOl curve closely follows that of the total acidity, rising. to a peak with a sharp or flattened apex and falling again as digestion proceeds. The fall in the curve corresponds to a sharp rise in the curve of inorganic. chlorides, which shows that this fall is due to a rapid neutralization of the HCl by an alkaline fluid. The curve of total chlorides continues to rise and maintains a high level as the stomach empties. This curve of total chlorides. most nearly represents the course of the secretory curve, which runs at a. somewhat lower level. The neutralization of the HC1 causing the fall in that curve is due to duodenal regurgitation of intestinal contents, which. results from lessened pyloric tone at a certain stage of gastric digestion. In those cases in which the H110 curve does not fall, the inorganic chloride curve remains low,. showing that there is deficient relaxation of the pylorus or what may be called hypertonus or spasm of that structure. These observations are in agreement. with the hypothesis of Boldyreff.
With regard to gastric ulcer, we have found that, although some curves are of average normal type, the characteristic feature shown by most of them consists in varying degrees of pyloric hypertonus reaching its height in organic pyloric obstruction.
We may conclude that an excess of total HC1 found after the single test meal, and the so-called "climbing type " of acidity curve found by the fractional method, are both indicative of heightened pyloric tone, but are not necessarily indicative of hypersecretion, and are in keeping with tfie diagnosis of pyloric. ulcer. In ulcer of the body the examinations are likely to give average normal results. The finding in the fasting stomach of 80 to 100 c.c. or more of mixed, gastric and intestinal juices without food residue is also indicative of ulcer. [These contributions to the Discussion are printed in the Lancet,. February 4, 1922, pp. 219, 236.] Sir CUTHBERT WALLACE, K.C.M.G., C.B.
The treatment of gastric ulcer has suffered, I think, from dual control. The physician sees the beginning and the surgeon sees the end. Except in a. few fortunate cases, the surgeon is unable to compare the symptoms produced by inorganic lesions and acute ulcer with those that he meets with in wellestablished ulcer. The physician, on the other hand, while he has the opportunity of comparing the symptoms of the different lesions, has not the same opportunity as the surgeon of inspecting and handling the actual lesions. The duty of the surgeon in this discussion will be to tell what, next to the opinion of the physician, he has found most useful in arriving at a diagnosis.
The clinical history is all-important: other methods of examination only tend to confirm or refute the diagnosis previously arrived at. The periodicity of the attacks and the length of time over which these attacks have taken place is extremely significant. In the future it is to be hoped that the length of time
